The purpose of this study was to identify family caregivers' experiences in managing the behavioral and psychological symptoms of dementia (BPSD) with particular focus on their interpersonal interactions with patient with dementia. Data were collected through focus-group interviews with 15 family caregivers from three local dementia-support centers located in Seoul. Data were analyzed using content analysis. Three main themes were identified through data analysis: triggers of BPSD, family caregiver's actions in response to BPSD and patient's reactions, and the effect of BPSD on family caregivers. Findings demonstrated that BPSD depended on the complex interplay of family caregivers and patients, including their interaction style. This information could help nurses when counseling and educating family
. In addition, recognized training programs and therapy targeting effective communication between families and patients not only decreased families' feelings of frustration and depression but also reduced BPSD (Kales et al., 2015) .
However, evidence-based systematic training and counseling programs addressing BPSD seem insufficiently available in the community setting for family caregivers (Kales et al., 2015 ; M. R. Kim, Lee, Shin, & Kim, 2013; Robinson et al., 2010; Staedtler & Nunez, 2015; van der Roest et al., 2009) . People with dementia and their family caregivers have a large number of unmet needs, due to receiving insufficient information or information in an inadequate format (M. R. Kim et al., 2013; van der Roest et al., 2009 ), exacerbated by inaccessible information sources, and lack of support for caregivers, as well as lack of high-quality evidence for effective nonpharmacological interventions (Huang, Lee, Liao, Wang, & Lai, 2012; Robinson et al., 2010) . Specifically, studies were restricted to providing primary caregivers information about managing a given symptoms, such as agitation or inappropriate toileting (Hsiao et al., 2013 ; H. S. Kim & Park, 2012; Moore et al., 2013) . Moreover, no reported studies addressed family caregivers' actions and the reactions of the patient as an interactive relationship-based method of coping and intervening when symptoms arise.
Thus, the purpose of the present study was to identify what family caregivers may experience when managing BPSD. The particular focus of this study was interpersonal interactions between family caregivers and patients. By understanding the dynamic and interactive mechanisms between patients and family caregivers, nurses can better educate and support family caregivers to manage BPSD.
Method
The present study used qualitative research methods in the form of focusgroup interviews to explore family caregivers' experiences in interacting with patients exhibiting BPSD. Ethical approval was obtained from the institutional review board at the researchers' university.
Participants
Participants in the focus-group interviews were selected from three local dementia-support centers in Seoul, South Korea. Family-support program staff in each center introduced the research team to family caregivers who satisfied the research-selection criteria. Participants were purposively sampled for focus-group interviews to maximize variation in the sample (e.g., by age, gender, relationship with patient, and stage of dementia) and to acquire a full range of experiences. The researcher interviewed family caregivers of patients who were at least 20 years of age and who were registered at local dementia centers. Participants who had difficulty communicating or whose patients were institutionalized in nursing homes were excluded from this study. A researcher provided participants with information about the program and the study procedures. Also, a researcher informed participants about the reasons for recording the interview and that the recording would be destroyed at the end of the study. Participants understood that the material obtained from the interview would only be used for the study and that participation was completely voluntary, with no consequences for refusing to participate or answer questions.
Procedure
Four to five participants at each of the three local dementia-support centers took part in three focus-group interviews from April 2013 to May 2014. Each focus group lasted between 2 and 2.5 hr to explore participants' comprehensive experiences. Participants preferred to meet once with a long interview, due to travel distance and lack of available time from caregiving. The researchers offered participants a USD30.00 gift card to a local market to thank them for their time and contributions.
Using a semistructured openended data-collection approach, the interviews drew on family caregivers' experiences. Questions specifically addressed the interactive experiences of BPSD between family caregivers and patients. For example, "Of the behavioral and psychological symptoms of dementia exhibited by the patient, which was the most difficult to handle?" "How did you address the situation when the symptom first appeared?" and "What was the patient's response to your actions?" (see the appendix). Participants indicated their demographic characteristics using self-administered questionnaires before the interview. One moderator and two assistants carried out the interviews. Assistants helped prepare the interview location and take notes. One author recorded the interviews and transcribed the contents at the end of each interview, so as to maintain consistency.
Data Analysis
The data-analysis process was based on the content-analysis techniques suggested by Graneheim and Lundman (2004) . Prior to coding, each member of the research team read the transcripts and discussed initial impressions and thoughts. The analyses included transforming the transcripts into meaningful descriptions, encoding them using classified codes, and integrating meaningful descriptions to develop themes. The initial list of descriptor codes derived from each focus group by the first author was provided to the other authors. The authors reviewed the initial codes and further defined them until they reached consensus. The authors examined similarities and differences in the codes to develop more inclusive categories, which were then developed into themes.
The researchers examined the data-collection and analysis processes using the criteria of credibility, transferability, dependability, and confirmability (Guba, 1981; Thomas & Magilvy, 2011) . The researcher verified the credibility of the data through discussions with two qualitative researchers to conduct a peer review. Three caregivers confirmed the categories of the themes and subthemes as a member-checking process. Verbatim and detailed descriptions supported the transferability of the study to provide thick description and purposive sampling of family caregivers. For dependability, one author conducted all focus-group interviews who also transcribed them, and two other authors reviewed the transcripts. All raw data, field notes, transcripts, recorded files, and analysis notes comprised the documents used for confirmability of the results.
Results

Demographic Characteristics of the Participants
The demographic characteristics of the caregivers and patients are shown in Table 1 . Of the 15 caregivers (M age = 66.7), 10 were women (66.7%) and 11 (73.3%) were spouses of a patient. The duration of caregiving averaged approximately 4.9 years. Eight patients were women (53.3%), and their average age was 75.5 years. The most common dementia type was Alzheimer's disease (n = 10; 66.7%), with an average duration of the disease of 4.9 years.
Family Caregivers' Experiences With BPSD
The focus-group interviews yielded statements from family caregivers on their experiences with BPSD and its management. Content analysis revealed that family caregivers reported several salient types of BPSD experienced most frequently by the patients. Family caregivers struggled with aggressive refusals to comply with dressing or eating, hiding, spitting, repeated agitated behaviors, visual hallucinations, olfactory symptoms, delusions, wandering, inappropriate toileting, and eating behaviors. Three main themes emerged: (a) triggers of BPSD, (b) family caregiver's actions in response to BPSD and patient's reaction, and (c) the effect of BPSD on family caregivers.
Triggers of BPSD.
From the focus-group interviews, factors related to the BPSD triggers were classified into triggers associated with patients or associated with family caregivers. Factors related to patients included realization of their loss of power, failure to understand the situation, and inability to communicate (see Table 2 ).
Family caregivers stated that patients felt a loss of power primarily when patients were unable to move or care for themselves or when others attempted to stop their behavior. These instances included patients becoming angry when family members attempted to stop them from hiding objects, acting out when told to go to bed, screaming and throwing objects when restricted from going outside, and breaking safety equipment:
She was endlessly trying to go outside. It was the hardest to deal with when it was just us two at home. When I would yell a little to stop her from going outside, she would throw whatever she could get her hands on. (Participant 10) Failing to understand the situation was another trigger. The diminishing cognitive function of the patient with dementia was described by family caregivers as the main reason the patient no longer understood everyday life situations:
My mom was a diabetic for 40 years. If she didn't eat in the morning, hypoglycemia was inevitable. Whenever my mother would refuse eating The inability to communicate resulted in patients resorting to expressing their needs through their own manners, which was consequently viewed as BPSD by family caregivers:
My mother would go to the hospital and spit. When I asked her, "Why are you doing this, what is making you feel uncomfortable?" she replied that she felt an itching sensation in her throat. . . . There is a reason, but she is unable to express it. (Participant 2) The analyses also revealed factors related to family caregivers that affected patients' behavior. Caregivers demonstrated lack of knowledge in managing BPSD. The caregiver did not know the pattern of BPSD and would become angry and yell:
I yelled him why he did that after I worked so hard to wash him. I thought he intentionally meant to make me upset. (Participant 1)
Lack of consideration was reported in the case of the family caregiver who did not address the patient's need:
My mother did not come inside. So I was at the front door asking her, but . . . I couldn't take it anymore so I sat her in her wheelchair at the door, and I just went inside. (Participant 3) Caregivers tried instilling fear to stop a patient's behavior. Finally, ignoring the needs of the patient arose in the situation that caregivers lacked emotional presence and attention and failed to show the necessary empathy for the patient in such situations: For example, a patient expressed hunger after experiencing olfactory hallucinations, and the caregiver replied, In all these cases, caregivers reported that the BPSD of their loved ones worsened.
Family caregiver's actions in response to BPSD and patient's reactions. Focusgroup interviews revealed family caregivers' different actions toward BPSD. They included confronting the behavior, pacifying, preventing the behavioral trigger, allowing the patient to do what they wanted, persuading, understanding the need of the patient, distracting, asking others for help, bursting out in anger, and giving a response (see Table 2 ). The responses of a patient to a caregiver's actions were classified into five categories: being calmed down, stopping the behavior, resisting, continuing the behavior, and losing one's temper (see Table 2 ). Further examination of a patient's reactions in response to a caregivers' actions resulted in the following trends as outlined in Table 3 .
Confronting the behavior could be described as limiting, punitive, or restrictive actions. When caregivers confronted a patient's behavior, reactions included resistance, continuation of the behavior, and becoming upset. For example, responses in which a patient appeared to show resistance include the following:
I even installed a lock on the door because of all of the wandering. . . . I carry around the key with me so that the lock can't be opened. No matter how hard he tries to turn or pull the door, it won't open. That's when he begins to start kicking the door. (Participant 10) More than half of the responses revealed that patients continued the same behavior:
When taking a shower, she would spit on the floor. So I would spray water on the floor to wash it away, but then she would get angry at me for wetting her feet and so she would spit on the floor again. It's not just spitting either, it's the kind of spitting that's loud and comes from your throat. (Participant 2)
Pacifying was used by half of the caregivers to manage aggressive behaviors and delusions. For example, some participants reported managing a patient who resisted or repeatedly searched for something. When caregivers tried to pacify the patient, reactions included continuation of the behavior, being calmed down, stopping the behavior, and becoming upset. Being calmed down result mostly from a caregiver's pacifying efforts: "Mom, I haven't even done the dishes yet! We can eat after I finish the dishes" and a few minutes later, my mom forgot she wanted to eat. (Participant 4) Preventing the cause of the behavior includes adapting to the social and physical environment. Preventing the trigger resulted in a patient stopping the behavior or being calmed down.
I would give snacks to my mom or something to play with to prevent her spitting, since I knew when she felt thirst or boredom she would spit. (Participant 2) Letting the patient do what they want was apparent in particular situations, such as when caregivers were trying not to take symptoms personally and were learning to cope. Allowing the patient to do what they want resulted in continuing the behavior or stopping the behavior. One caregiver described a case of letting the patient wander in the home:
We put a door lock that cannot be opened from inside and put the identification bracelet. We let him go to any room in the house. Before, we locked all rooms except his room. Now he wanders safely in the house. (Participant 8) A caregiver may use persuading in a situation in which the caregiver tries to look at what happened with the patient and tries to make them understand what actually took place. Caregivers applied this action to reduce harmful behavior. One caregiver said the following to her mother, who kept spitting in the room:
I asked her to watch me and try to do as I do as I went through the motions of swallowing my saliva. . . . "Mom, don't you know how important your saliva is to you? It helps you digest . . . capture bacteria." (Participant 2)
Caregivers described distracting as a way to approach a behavior in a new way that could potentially lead to a different response:
If she starts to get agitated, I'll try and take her mind off it and say "come on mum, let's make a cup of tea and go sit out on the garden and enjoy the sunlight" . . . but it doesn't last long, she goes back to it, you know. (Participant 7)
Asking others for help was apparent in cases where caregivers felt burdened by the constant needs of the patient and tried to seek help from others to reduce their burden: Caregivers presented giving a response when responding in a supportive manner and acknowledging what they saw or heard: Going along with a patient's apparent reality and providing reassurance, a patient was calmed down or stopped the behavior:
She kept saying that the grim reaper came . . . so I asked questions as if someone was really there and who they are and why they come. I would ask questions in this sort of manner, and after a while . . . we just sort of came to talk like this.
(Participant 4)
Bursting out in anger was described in times when caregivers could not control their emotions toward the patient. Caregivers' bursts of anger most often led to the patient becoming upset as well:
I just yelled to her, then she screamed, "Someone save me!" and became angry or distressed. (Participant 6) Effect of BPSD on the family caregiver. The effect of BPSD on family caregivers was categorized into five groups: exhaustion, helplessness, sadness, feeling overwhelmed, and feelings of understanding (see Table 2 ).
Caregivers reported exhaustion. They felt burdened by the constant need and repeating situations:
I would explain it to her again and again, but I would get so exhausted because she would forget it every time, and so I would have to repeat myself all day long. (Participant 2)
Helplessness emerged in situations when family caregivers would give up because the patient would not listen to them. Caregivers stated they often felt helpless about the unthinking actions of the patient and thus responded by gradually changing their own expectations.
He was asked to leave the hospital because he would scream, "Save me! Someone save me!" and throw a tantrum. So the nurses came running in, wondering what was going on, afraid that something terrible had happened. . . . It's those things, even the minor things like that, just everything becomes a source of stress. I don't even know how to handle all of this. (Participant 6) Caregivers described feelings of sadness when the disease gradually took away the person the family caregivers knew and loved. A caregiver expressed feeling sadness when experiencing losing the patient repeatedly:
My heart was in so much pain . . . I filed a missing person's report again, and couldn't find her until ten hours later. . . . Seriously . . . because I was so devastated. . . . How would you feel if someone disappeared and you didn't even know if they were dead or alive? If this situation continues, I will die before my wife. (Participant 5) Feeling overwhelmed resulted from caregivers' lack of knowledge about how to handle patients' behaviors: I would get upset and demand, "Why would you rub the toothpaste in your hair? If you rub it in, I have to wash your hair again! After I just fully cleaned it, why would you go ahead and do that?" Then, he would also lose his temper and try to hit me. . . . I can't handle it all. (Participant 1)
Understanding arose in a situation where caregivers were angry and felt that the patient was intentionally increasing their burden, at first. Later, caregivers responded by understanding the needs of the patient, adjusting their attitudes, and providing the desired attention: I mean, it must be because she actually sees something. I didn't know at first and we argued every day. If I had known of her needs at that time, I would not have had fights like that. (Participant 9) In-depth analysis of family caregivers' experiences in managing patients' behavior revealed a comprehensive range of caregivers' actions and patients' reactions. When family caregivers' actions were negative, patients' reactions were more likely to be negative. In contrast, when family caregivers' actions were positive, more likely the result was a positive reaction from the patient, although in many cases, the BPSD continued.
Discussion
Previous studies suggested that the family caregiver who provides care for the patient with dementia is a significant factor contributing to inducing, reducing, or increasing BPSD (Gitlin et al., 2010; IPA, 2012; Kales et al., 2015) . However, a lack of evidence describes the dynamic interpersonal interactions between family caregivers and their patient. In this regard, findings from this study are worth attention.
The present study identified that family caregivers first used negative coping methods such as "confronting the patient's behavior," "persuading," and "bursting out anger" when they lacked understanding and knowledge of the needs of patients and the skills to address BPSD. Caregivers later developed more positive attitudes and strategies for situation such as "pacifying," "preventing cause of behavior," "letting patient do what they want," and "giving a response." As in the Hsiao et al. (2013) study, a participant in the present study stated he could not understand the patient's needs at first and thus argued every day, but when he could understand the patient's behavior later, they had no more arguments. This could be because family caregivers are able to adapt to the symptoms of dementia and can better grasp methods to manage patient's behavior as dementia progresses because of the long duration of the illness (Cho & Kim, 2010) . In this study, family caregivers reported not only their stories of failure to manage patient's behavior but also their success stories, regardless of the duration of their caregiving career. Despite their caregiving experience, it was difficult for family caregivers to realize which responses to the symptoms of the patient were best. Therefore, it is highly desirable to provide an individualized behavior prescription based on each family caregiver's situation. Providing proactive education about BPSD management for family caregivers who care for patients in the early stages of dementia, or those with limited experience with BPSD, would help them more appropriately adjust to difficult symptoms in their caregiving journey.
Although researchers have documented well the negative effects of BPSD on caregivers, they offered little appreciation of a caregiver's ability to influence the occurrence and severity of the symptom (IPA, 2012) . In this regard, the highlight of the present study was to find some interactive patterns between reactions to patients and family caregivers' actions. When family caregivers' actions were negative (e.g., confronting, bursting out in anger, or persuading), patients' reactions were also negative (e.g., resisting, continuing the same behavior, losing their temper). In contrast, positive family caregivers' actions (e.g., pacifying, preventing the cause, understanding the patient's need, distracting, giving a response, or letting the patient what they want) were more likely to result in calming the patient or stopping the symptom, although in many cases, the behavior continued.
These results of this study can be interpreted based on an explanation by IPA (2012): "Many caregivers believe that the BPSD exhibited by their patients are under patient control and, thus, represent antagonistic feelings to the caregivers" (p. 4.7). These caregivers may perceive patients' forgetfulness as irresponsibility, they may perceive irritability or impatience as a lack of appreciation, and they may perceive repetitive questioning or resistance to care as a deliberate attempt to annoy. Therefore, caregivers are likely to blame patients or instigate "power struggles" with patients, which may well further distress patients and exacerbate their behavior. Similarly, Yao and Algase (2008) suggested that people process the emotional features of a social/physical environmental more rapidly and independently than cognitive features during dementia-environment interactions. An individual's response to the immediate environmental ambiance, a generalized impression of the feel or tone of an environment, registers as approach-avoidance behavioral tendencies. Therefore, providing a supportive environment that has a pleasant ambiance, which allows patients to experience positive emotions, is a more effective means of managing patients' behavior.
How and with which attitudes caregivers communicate in attempting to change a patient's behavior can determine how successful they will be. For example, recognizing patients' feelings and emotions, talking to them with a smiling face, validating words, and empathic, patient, kind, caring, and warm attitude are emotion-oriented interpersonal communication techniques that may serve as effective approaches for each caregiver-patient interaction. These measures may alleviate the occurrence and impact of BPSD. Therefore, caregiver education and interventions should include skill training, with simulation, if possible, of positive verbal and nonverbal communication with patients. Caregiver characteristics and the interpersonal dynamics between patients and caregivers should be considered when planning such proactive programs (Gitlin et al., 2010) .
The present study found that little effort was exerted by family caregivers to search for or understand the fundamental cause of the symptom before they used any of the approaches described to manage BPSD. That is, family caregivers tended to automatically react to the patient's behavior, at first, with criticism rather than trying to understand a patient's underlying needs, although they eventually realized that understanding the patient's needs from their position worked out better, and they subsequently changed their approaches. According to the previous studies (Gitlin et al., 2010; Kales et al., 2015; Moore et al., 2013) , it is critical to examine the cause of the BPSD to better cope with the targeted behavior efficiently and to decrease its frequency or severity. Therefore, education for family caregivers should include the importance and the methods of evaluating the underlying causes of the behavioral symptoms, including what to observe and how to record the targeted symptoms. The use of regular entries in a diary to identify the conditions that lead to BPSD may be a helpful mechanism to determine the causes of BPSD (Dettmore, Kolanowski, & Boustani, 2009; Kales et al., 2015) . Education for family caregivers must also provide various strategies to effectively manage BPSD, such as involving the patient in physical activities, satisfying physiological need states, and diverting the patient's attention to others by providing substitutes (Kales et al., 2015; Moore et al., 2013) . However, because family caregivers often have a relative lack of professional knowledge, they should also receive education about customized strategies for a particular behavior in a given situation (Gitlin et al., 2010; Moore et al., 2013) .
Most patients express BPSDs in socially inappropriate behavioral, mental, and emotional manners. Family caregivers of patients feel an enormous burden and experience difficulty in managing the symptom, challenged to predict its course, and anticipate which symptoms patients will expressed. Participants in the present study reported feelings of exhaustion, helplessness, sadness, and being overwhelmed, due to BPSDs. Caregivers commonly feel emotions of anger and resentment if uncontrolled symptoms exacerbate a family caregiver's feeling of being trapped or of being unready to fulfill the caregiving role (Hsiao et al., 2013; Sung, Yi, Lee, & Jang, 2013) . In addition, family caregivers can feel animosity toward patients and have even reported hating them, which can lead to feelings of guilt about their hostility and their opinions of patient, thereby creating a vicious cycle (Hsiao et al., 2013) . According to the results from previous studies, BPSDs are recognized as the most burdensome aspect of caring for patients and the most common reason for premature institutionalization (Afram et al., 2014; Sung et al., 2013) . Respite and consultation programs would reduce the required burden, improve family coping, and prevent early exhaustion and premature institutionalization (Robinson et al., 2010; Sung, Kim, & Lee, 2012; Sung et al., 2013; van der Roest et al., 2009) . Practical assistance for family caregivers should not be a temporary respite from the caregiving role but a consistent source of support, providing patient-and family-centered care that can handle each patient's episode.
This study had some important methodological considerations that may limit the interpretation of the results. The most obvious is that, although the researchers attempted to recruit diverse family caregivers with experiences of various BPSDs, the small and nonrandom sample might have an inherent selection bias and thus have limitations in representing the larger population of family caregivers and all kinds of BPSDs experienced by them. Second, because the severity and stages of dementia were not confirmed or followed for most family caregivers who participated in this study, the differences in BPSDs that appeared at various stages and in the types of dementia could not be further described. Third, objective information was unavailable on the severity or frequency of the symptoms of the patients; therefore, differences in interactive patterns between patients and caregivers or actual changes in caregivers' responses over time could not be fully determined. Finally, a group setting can trigger participants to talk about subjects they may not address in individual interviews. Family caregivers may feel uncomfortable talking about their negative responses to the patient's behavior at all.
In consideration of the findings and limitations of the present study, future research should examine actual interpersonal interactions between patients and family caregivers using a large random sample and objective means (e.g., video recording and analyses). Studies to show longitudinal changes in such interactions and related effects on BPSD management would also be of worth. In addition, future researchers may use the findings from this study to develop family-caregiver guidelines and empowerment programs to improve interaction skills in effectively coping with BPSD and thereby reducing their psychological distress.
Conclusion
The results of the present study demonstrated that the occurrence, exacerbation, reduction, or elimination of BPSD depends on a complex interplay between family caregivers and patients with dementia, including interpersonal styles and quality of interaction. This supported the idea from previous studies that BPSD is not a problem behavior and that it must be understood as a need-driven behavior to accept BPSD with a more flexible attitude by either allowing or stopping a certain behavior based on its underlying reasons. Findings of this study provide insight into how family caregivers respond to BPSD and what consequences are likely to occur, and thus, may allow us to find patterns or paths in each caregiver's style of interaction with their loved ones to deal with a certain behavioral problem. Analysis on the accumulated information of such patterns or paths of the interplay between each family caregiver and their patient could be helpful for nurses or other health care professionals in counseling and educating family caregivers, or care staff in institutional settings, to improve or modify their attitudes and approaches to the behavioral symptoms of patients. Based on the findings from this qualitative study, more studies are necessary to investigate the interacting factors and underlying mechanisms among those factors between family caregivers and their patients in the occurrence and/or exacerbation of BPSD in daily life in home care settings. Such studies would provide guidelines regarding how family caregivers could be better assisted by customized educational programs to cope with BPSDs in specific situations.
Ground rules
• • The most important rule is that only one person speaks at a time. There may be a temptation to interrupt when someone is talking. However, please wait until they have finished. • • There are no right or wrong answers.
• • You do not have to speak in any particular order.
• • When you do have something to say, please do so. It is important that I get an experience from each person. • • Your experiences will be a valuable asset to the study.
• • If there is anything you are unhappy with or wish to complain about, please contact me later. • • I would like to remind you that any comments featured in this report will be anonymous. • • Before you leave, please hand in your completed personal details questionnaire.
